1020 F. and whose pulse was 120. He was mildly delirious at night and had diarrhoea with pea-soup-like stools. In the third week of his illness he had three large haemorrhages of bright red blood from the bowels. Typhoid fever was diagnosed, but at the necropsy no sign of typhoid fever could be found, but an abscess in the region of the appendix.
The liability to an error in the diagnosis is naturally increased by the laudable desire of modern surgery to operate at the earliest moment in cases of acute appendicitis. Little reliance can be placed upon the history of the onset of the illness or upon the ordinary clinical symptoms in these doubtful cases. Even that prominent and frequent sign, the presence of local tenderness with muscular rigidity of the abdomen, to which so much attention is justly paid in establishing a diagnosis of acute appendicitis is not only sometimes met with in typhoid fever but is frequently absent from the severest forms of acute appendicitis where, in consequence of intense toxaemia, the patient lies in a dull and apathetic state. The old classical symptoms of acute appendicitis-viz., fever with abdominal pain, localised tenderness, and muscular rigiditywhilst holding good in the main may one or all be absent in these cases. Even within the last few weeks I have had three illustrations of this point, where in each instance although the appendix was shown at the time of the operation to be gangrenous, yet there was complete absence of local tenderness, local pain, and muscular rigidity, and the temperature never rose to 100&deg; F. All three cases occurred in children.
Again, the Widal reaction, which is so valuable when present, unfortunately generally fails to show itself before the second week of typhoid fever and may be as late as the third, fourth, or fifth week of the disease. It is therefore frequently lacking at a time when the difficulty of the diagnosis is felt. The leucocyte count is probably the most valuable aid which we have in establishing the diagnosis.
For the count in typhoid fever is almost always low, rarely exceeding 8000 to 10,000 per cubic millimetre, whilst a high count is the rule in acute appendicitis. But although the leucocyte count is thus usually of great assistance, it may prove wofully misleading in exceptional instances, where the rule that typhoid fever inhibits leucocytosis fails to hold good. Lewis, quoted by Kelly, describes a case where a patient had a leucocytosis of 10,000 which rose in three days to 18, 000. A diagnosis of appendicitis was made and an operation was performed. But the case proved to be typhoid fever, the appendix not being involved, and he tells of another case where there was a leucocytosis of 17,000 and on operation a typhoid ulcer was found in the appendix but no perforation. Again, it is well known that not infrequently the most virulent cases of acute appendicitis are unaccompanied by any increase in the number of leucocytes. The value of the count is greatly enhanced if, instead of merely noting the number of white cells, a careful differential leucocyte count is made in order that the relative proportion of the polynuclear cells to the total leucocytosis may be demonstrated. For it is the disproportionate increase of the polynuclear cells which is so significant in perforative or gangrenous appendicitis.
The fact that albumin is more frequently present in the urine of typhoid fever patients than in that of those suffering from appendicitis may be some guide in association with other symptoms but by itself it is, of course, valueless.
There is not likely to be much difference of opinion as to the advisability of operative interference in those cases where the extent to which the appendix is involved can be assumed from the general symptoms. For it is obvious that if an operation can be avoided or postponed it is better to do so ; the typhoid fever patient already has enough to tax his strength without a laparotomy being added. Therefore, so long as there is no reason to believe that either gangrene or perforation of the appendix has taken place a strictly conservative policy is indicated. But should the symptoms point to perforation then an immediate operation is necessary. A simple appendectomy in the early stages of typhoid fever has usually a favourable prognosis. But when it has to be undertaken in the third or fourth week of the disease the cases recorded show the heavy mortality that one would expect. Even those operations, which in themselves are comparatively slight, have a high mortality when the patient is exhausted by the typhoid fever. THE infantile mortality has been usually considered as specially deserving of attention as an index of sanitary condition. The indications which it affords, however, are complex and depend in no small degree on social conditions. Partly it is associated with maternal health and care, partly it is dependent on want of cleanliness in and about the house, and partly it shares in the general effects of bad housing. This is the opinion of Dr. J. Niven of Manchester.2 Sir William T. Gairdner 3 would regard the rate of infantile mortality as even a more sensitive test of the sanitary condition of a district than the death-rate at all ages.
Dr. Ralph Vincent, in his evidence before the Committee on Physical Deterioration, said that Dr. A. B. Hill of Birmingham has shown that "sanitation has nothing to do with infantile mortality." 4 Dr. Vincent 5 in his book "The Nutrition of the Infant," appears to quote Dr. Hilt's own conclusion as the result of an analysis of the condition of houses in regard to sanitation in relation to infantile mortality: "Only one conclusion can be drawn....... It is that the sanitary. conditions to which attention was directed could not be shown to have any evident connexion with the infantile mortality." The italics are mine. This is a much more modified and a much more understandable conclusion than the definite statement:
" Sanitation has nothing to do with infantile mortality." It can readily be understood how difficult it is from the examination of any district or districts in which many factors are operative to come to an absolute conclusion regarding the exact extent to which any one of the factors concerned may act. This difficulty has been abundantly illustrated in discussing the relative influence of three factors in the causation of infantile mortality-namely, the industrial employment of married women, overcrowding, and a high birth-rate. G Taking either factor separately, it was shown that the case could be made out either for or against its influence, but, taken all together, the operation of each is shown to be a question of degree.
What, then, is the evidence as showing that insanitation cannot but be regarded as a factor in infantile mortality 7 1. The infantile mortality of rural England is lower than that of urban England. While quite recognising that many places in rural England are less sanitary than many places in urban England, still, on the whole, rural England is much more sanitary than urban England.
2. Taking things as they are in England and Wales, it must be remembered that a considerable proportion of infants are hand-fed. This opens up the way, so to speak, for the play of insanitary conditions through the influence of food. Fatal diarrhoea in hand-fed children is, on this account, probably proportionate to the degree of insanitation to which the infant is exposed. Infantile diarrhoea is twice as fatal in towns as in the country.
3. Measles is a very fatal disease amongst young infants, and it is especially so among those living under insanitary conditions. Deficient ventilation, in particular, tends to a fatal issue. It is much more fatal in towns than in the country. Whooping-cough is less influenced by the same conditions and hence its fatality in towns is less marked. 4. It can hardly be contended that an infant brought up in the dark, damp, congested areas of slums has not less resistant power than one brought up under more sanitary conditions. If it has less resistant power it must more readily fall a victim to disease.
5. The influence of general insanitary conditions as they affect great towns may be measured by one or another of three death-rates at all ages and the corresponding infantile mortality may be studied. These rates are : (1) the pulmonary tuberculosis death-rate ; (2) the diarrheea death-rate ; and (3) the "fever" death-rate.
The pulmonary tuberczclosis death-rate, while a good test of the sanitary condition of any town, is yet liable to wellmarked occupational incidence, and in so far it is an unsuitable index for comparison with infantile mortality.
The diarrhcea death-rate is regarded as a very sensitive test of the salubriousness of any district. But the diarrhoea, death-rate is itself largely made up by infant deaths and would, therefore, be unfair to use for comparative purposes.
I'he I I fever" death rate is one which does not to any appreciable degree affect infants. Under "fever" the Registrar-General includes deaths from typhoid fever, typhus fever, and simple continued fever. This death-rate is universally regarded as a good test of the sanitary condition of any district. The rate has fallen step by step with improved sanitation during half a century. In the following table,7 of the 33 large towns in England and Wales, the ten towns with the highest and the ten towns with the lowest average death-rates from "fever" at all ages in the decennium 1893-1902 are set out, with the corresponding average infantile mortality :-' It will be noted that the association of insanitation (as evidenced by the "fever" death-rate) and high infantile mortality is very regular. 6. The factor "overcrowding" includes many conditions which would rightly be described as insanitary. One need mention only the manifest pollution of air, soil, and water which life under overcrowded conditions entails in one way or another. Overcrowding Las been proved to demonstration to conduce to a high rate of infantile mortality. 8 Of all the conditions which make up " overcrowding " as a factor in infantile mortality has it to be contended that those which are insanitary have no effect ?
7. If sanitation has nothing to do with infantile mortality the infant of the slums, provided other factors could be eliminated, should compare at least equally with infants in the best parts of rural England. No such comparison, however, is possible ; but a study of the infantile mortality among the Jews offers some approach to it. It is well known that Jewish parents are very solicitous of their offspring.
The poverty of the Jew is not allowed to affect the material comfort of the child. Jewish mothers do not work and they suckle their children at the breast. In these respects, therefore, there is reason to believe that the Jewish infant compares favourably with the non-Jewish infant in the best parts of rural England. Dr. Niven9 9 found the infantile mortality in the district of Cheetham, which is largely Jewish, was in 1899, 104 ; in 1900, 114 ; in 1901, 124 ; in 1902, 97 ; and in 1903, 108 . This is the strongest evidence that I am aware of in support of the statement: 11 sanitation has nothing to do with infantile mortality." These are very small rates for infantile mortality as it goes in large cities, and they would almost suggest that insanitary surroundings have no share in its causation. Nevertheless, certain rural districts in England come out year after year with rates which compare favourably with these.
Thus, Wiltshire had an average infantile mortality of 101 in the quinquennium 1897-1901, 98 in 1902, and 85 in 1903. 7 Compiled from the Registrar-General's Summary, 1903, Table 3 .
8 THE LANCET, loc. cit. 9 Letter to the writer from Dr. Niven, March, 1905. Herefordshire had an average of 110 in 1897-1901, 108 in 1902, and 84 in 190310 One may therefore conclude that the city Jew is so much the worse for insanitary environment. The difference is very small and emphasises what has already been indicated, that before insanitary surroundings can act in a pronounced manner there must be a predisposing cause and this will usually be improper food. Moreover, there is no reason to believe that these rates, small as they are, indicate the possible zero in infantile mortality and the probability is that with improved sanitation improvement is possible in each.
No one of these arguments alone is perhaps enough to establish that insanitation is a factor in infantile mortality, but taken altogether I believe they demonstrate it. THE patient, a woman, aged 38 years, was admitted to the Elder Hospital, Govan, in October, 1906, having been sent to me by Dr. Alex. Campbell of Govan. The history she gave was to the effect that a small swelling of the size of a pea appeared on the left side of her head when she was 22 years of age. This swelling increased slowly in size until two years later when she received an accidental knock upon it, the skin being broken by the impact. Suppuration set in and continued for some time, and as it subsided she noticed some three or four little projections growing from the site.
These projections grew slowly until some four years ago when all but one were removed by operation (why one was left, I have been unable to discover). The remaining projection did not give her much trouble until six months ago when it began to grow. rapidly.
Apart from the inconvenience caused by the presence of the horn she had long been troubled by headaches of varying severity on the left side of the head. The site, shape, and general appearance of the horn are well shown in the accompanying illustration, as is likewise the little eminence with infolded skin margins from which the
